This is a critical abstract of an economic evaluation that meets the criteria for inclusion on NHS EED. Each abstract contains a brief summary of the methods, the results and conclusions followed by a detailed critical assessment on the reliability of the study and the conclusions drawn.
Dates to which data relate
The effectiveness and resource use data were derived from studies published between 1980 and 2001. The price year was not reported.
Source of effectiveness data
The effectiveness evidence was derived from a review of completed studies.
Modelling
A decision model based on a Markov process was constructed to capture all the costs and benefits of the strategies for the 12-month period following a CA. Details of the Markov process were not provided, but the structure of the tree was presented graphically. The model ended when the whole cohort had died. After a CA, the patients were resuscitated or died immediately. Those who were successfully resuscitated were hospitalised and then could die in the hospital or were discharged alive. The latter group of patients entered into the Markov process, which modelled the possibility of death occurring on an annual basis until the death of the entire cohort. the rate of resuscitation after CA, with or without AED; the rate of hospital discharge after CA, with or without AED; the mortality rate in the first year after a CA and the subsequent annual mortality rate;
Outcomes assessed in the review
quality of life post-CA in three health states (unimpaired, moderately impaired and severely impaired).
Study designs and other criteria for inclusion in the review
Not stated.
Sources searched to identify primary studies
Criteria used to ensure the validity of primary studies
Not stated. 
Number of primary studies included
The effectiveness evidence was derived from approximately 17 primary studies.
Methods of combining primary studies
The primary studies were combined using narrative methods.
Investigation of differences between primary studies
Results of the review
The number of passenger-hours per year was 1,773 million (range: 1,600 -2,000 million).
The number of passenger aircraft was 5,100 (range: 4,600 -5,600).
The number of CAs on aircraft annually was 200 (range: 140 -300).
The number of FAs was 117,500 (range: 105,000 -130,000).
The amount of initial training in AED was 3 hours (range: 2 -4).
The amount of renewal training in AED per 2 years was 1 hour (range: 0.5 -1.5).
The probability of an onboard physician passenger was 0.7 (range: 0.5 -0.85).
The rate of resuscitation after CA was 4% (range: 1 -10) without AED and 36% (range: 21 -51) with AED.
The rate of hospital discharge after CA was 20% (range: 13 -27) without AED and 46% (range: 30 -70) with AED.
The mortality rate was 17% (range: 10 -25) in the first year after a CA. The subsequent annual mortality rate was 12% (range: 6 -20).
Quality of life post-CA was 0.78 (range: 0.56 -1) in an unimpaired health state, 0.07 (range: 0 -0.38) in a moderately impaired health state, and 0 (range: 0 -0.5) in a severely impaired health state.
Measure of benefits used in the economic analysis
The summary benefit measure used in the economic analysis was the quality-adjusted life-years (QALYs). These were derived from the decision model. Data on quality of life were obtained from a study that used the Health Utilities Index Mark-3 questionnaire, administered a mean of 9.9 (3.5) months after CA, for unimpaired survivors (see Other Publications of Related Interest). Quality of life data for the moderately and severely impaired health states came from a study of stroke survivors (see Other Publications of Related Interest). The future benefits were discounted at an annual rate of 3%.
Direct costs
A 3% annual discount rate was used because the costs were estimated for a long time. The unit costs were reported, but the quantities of resources used were not. The health services included in the economic evaluation were restricted to those for which costs were incurred by the US airline industry and the health care system. These were AED purchase and maintenance, annual AED training programme, annual additional fuel per aircraft with AED, wages for new
